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Front Cover 

Front Cover (top) The merging of the former Board of Health and Children Board 
into the new Health and Social Services Department has given new opportunities to 
realign services to better meet the needs of defined client groups. Such integrated 
services are likely to be far more community based in the future. 


It is hoped to continue to expand the developing network of Family Centres such as 
the “‘Welcome’in’ in the Bouet, where health visitors and other health professionals 
work alongside former ‘Children Board’ staff, community representatives and 
parents to address both the health and social needs of younger children and their 
families. (Page 18) 


Front Cover (bottom) 

‘Fracture neck of femur’ is the most common use of bed days in women over 75 
years, and the seventh most common use of bed days in men of the same age. A 
Guernsey Osteoporosis Strategy is therefore being implemented to identify those 
most at risk of osteoporosis and ensure that they receive treatment which will retard 
or reverse this condition. 


A Clinical Nurse Specialist in Osteoporosis has been employed to co-ordinate this 
and a DEXA machine, purchased with funds generously donated by the Friends of 
the Princess Elizabeth Hospital has recently been installed at the PEH site.(Page 23) 
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Objectives 


To maintain and improve the health of the people of Guernsey and 
Alderney by: 


identifying health needs — now and in the future; 


planning the future provision of health services to meet these 
needs; 


ensuring provision of these services through direct provision, 
commissioning or indirect influencing; 


ensuring that the quality of health service provided is high 
through clinical and corporate governance; 


ensuring that only appropriate care or treatment is given, by 
comparing with best practice standards and other providers; 


ensuring that care and treatment is effective by monitoring the 
outcome of such interventions; 


listening to the customers in order to understand their needs and 
working with others so as to best meet these needs; 


informing people on health matters, promoting a healthy lifestyle 
and environment; 


acting as a ‘caring neighbour’ and considering the environment 
for future generations; 


checking that all health services provided are as cost-effective as 
possible; 


acting as a good employer; 
recruiting, training and developing sufficient healthcare staff; 


valuing the staff and helping them to meet their needs and 
aspirations. 
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Executive Summary 


@ This is the 105th Annual Medical Officer of Health (MoH) Report, the 
10" Report of the Guernsey’s first Director of Public Health, and the first 
Report to the new Health and Social Services Department, set up under 
the recent Machinery of Government reforms. 


@ The new Department brings together the former Board of Health, the 
former Children Board, together with St Julian’s House. The new 
Department has a wider remit, but most importantly is better able to 
address many of the issues of communication, demarcation and 
duplication which could affect working between separate health and 
social service authorities. 


@ The new structure also gives new opportunities to ensure the most 
appropriate mix of services can be delivered for a defined client group. 
Such service delivery should be as ‘seamless’ as possible, i.e. although 
care may be administered by different staff in different locations under 
different structures, there should be as few ‘barriers’ as possible between 
one sector and another (page 3). 


@ Under the Machinery of Government reforms, there have also been new 
opportunities to realign services within the Public Health and Health 
Strategy Directorate to better address the ‘core domains’ of public health, 
broadly defined as ‘health protection’, ‘health promotion’, and ‘the scope 
and quality of health care services.’ Under these new arrangements, 
responsibility for the States Analyst Laboratory Services, infection 
control, health records and emergency planning and major incident 
response will also fall broadly within the Public Health Directorate 


(page 5). 


@ Progress continues to be made in the former Board of Health’s six priority 
health development areas. An informal review of the twenty nine 
recommendations of the Guernsey Cancer Strategy adopted by the Board 
in June 2001 shows that ten of these recommendations have already been 
achieved, and that significant progress is being made towards a further 
thirteen of them. The main outstanding area from the Guernsey Cancer 
Strategy is to ensure that palliative care services keep pace with 
developments in other areas of cancer care. It is hoped that this will be 
further progressed following the recommendations of the recent ‘Death 
with Dignity’ Report (page /3). 


@ Cardiovascular disease remains the leading cause of death for both males 
and females in Guernsey, and is therefore also one of the Board’s six 
priority health development areas. Unfortunately, progress has been less 
rapid than in cancer services, and it has not been possible to progress a 
central recommendation for the appointment of a Specialist Cardiac Nurse 
to co-ordinate cardiac care, implement integrated care pathways and 
ensure that all those who might benefit from cardiac rehabilitation can be 
properly identified and appropriately referred (page /5). 


A major advance has been the acceptance of a ‘Five Year Strategy for 
Adult Mental Health Services (Acute and Continuing) 2004-2009’ which 
was formally accepted by the Board of the Health and Social Services 
Department in June 2004. The Strategy proposes that each of three 
Consultant Adult Psychiatrists and the Psychiatrist in Elderly Mental 
Health Care will now provide a clinical lead to, and be supported by the 
Community Mental Health Team (CMHT). Each team will include one 
non-consultant medical staff, two community mental health nurses and a 
social worker, plus psychology, occupational therapy and secretarial or 
clerical staff support (page 17). 


Although Guernsey residents aged 65 years and older comprise less than 
16% of the population, this group occupies 57% of all medical inpatient 
bed days. Reasons for admission in those aged 65 years and older do not 
differ very much from those of younger age groups. The majority of ‘age 
care medicine’ must therefore be seen as forming one end of the 
continuum with general medicine. 


When the new MSG contract was negotiated in 2002, it was accordingly 
agreed that it would be more logical for medical services for older people 
to form part of the overall general medical services provided by the 
Medical Specialist Group. Two physicians specializing in the care of 
older people were therefore recruited and took up position in September 
2002. Because of the needs of the service and to further develop 
community services, a third physician for older people has recently been 
recruited and will take up appointment in November 2004 (page 19). 


The ‘scope and quality of health care services’ is the third major area 
where public health skills such as epidemiology, biostatistics, and the 
evaluation of ‘healthcare evidence’ are felt to have a special contribution 
to make. In Guernsey, the quality, delivery and appropriateness of clinical 
services is assured and demonstrated through our ‘clinical governance’ 
structures. 


Steady progress can now be demonstrated across a range of activities 
whether provided on Health and Social Services Department premises, 
under contract to the Department, or by independent practitioners outside 
it. Such initiatives include progress in clinical governance in primary care, 
in Alderney, under the new ‘24 Hour Doctor’ contract in Accident and 
Emergency, and across a range of secondary care activities (page 25-31). 


After a six or seven year gestation, Guernsey’s ‘Control of Environmental 
Pollution (Guernsey)’ Law has been finally passed by the States in March 
2004, and is expected to come into force at the beginning of 2005. As part 
of the new law, the Chief Environmental Health Officer has been re- 
designated ‘Director of Environmental Health and Pollution Regulation 
(designate )’ and will have independent powers under the new law (page 33). 


MACHINERY OF GOVERNMENT’ CHANGES 


Chapter One 


‘Machinery of Government’ changes 
104 years of the Board of Health 


This is the 105" Annual Medical Officer of Health (MoH) Report, my tenth 
report as Director of Public Health, and the very first report to the new 
Health and Social Services Department, set up under the recent Machinery of 
Government reforms. 


An outbreak of diphtheria in 1899 resulting in 121 cases and 23 deaths had 
led a special Committee of the Royal Court to recommend for ‘a consulting 
committee to look after the public health’, the appointment of a ‘Medical 
Officer of Health’ and the ‘setting up of a laboratory at the expense of about 
£100.’ 


Modest though they may seem in hindsight, such proposals were not without 
their critics at the time. Until then, sanitary regulation and refuse disposal 
had been strictly defended as the domain of the Parochial authorities. At the 
States meeting of 29th December 1899, the Deputy for St Peter in the Wood 
had stated ‘At present the Douzaines were the only sanitation committees in 
the Parishes. It was now suggested that they should be subservient to a 
States Committee. They could not accept this position..... ; 


It was only after the intervention of Her Majesty’s Procureur that the States 
finally agreed to the appointment of nine members to such a Committee, 
under the Chairmanship of General H le Cocq. At their first meeting on 
Thursday 6th January 1900, the new Board of Health resolved ‘A statement 
of all infectious cases and the comments from the MoH thereon shall be read 
and discussed at each meeting’, but that ‘all professional matters should be 
left to the MoH, expect where he wishes advice.’ 


Thus was born the States Board of Health, the position of Medical Officer of 
Health, the first moves towards what was to become the States Analysts 
Laboratory, and the tradition of an independent annual MoH Report 
summarising the health and those factors affecting the health of the islands. 


The need for more ‘joined up’ government 


Some 101 years later, in the 102"? Annual MoH Report for 2000/2001, I 
reviewed several of the social and environmental factors which were still 
having an adverse impact on population health in Guernsey. I identified a 
number of such issues including: 


@ The persistence of private rental accommodation ‘unfit for human 
habitation’. 


@ Ongoing social and other related problems in several areas of States 
public sector housing. 


@ Lack of primary sewage treatment, resulting in macerated sewage being 
discharged directly into the Little Russel. 


@ Slow progress in the implementation of the solid waste strategy, 
particularly delays in the purchase and commissioning of a suitable ‘waste 
to energy’ plant. 


@ The health and environmental consequences of the lack of an integrated 
traffic strategy, resulting in largely unrestrained growth in private car 
ownership and use. 


@ Large numbers of cars on a limited land mass had resulted in peaks of air 
pollution, particularly when high pressure weather systems were 
relatively stationary over the islands, high levels of self-reported stress 
related to traffic and parking, and the discouragement of walkers and 
cyclists from using the roads, which in turn led to reduced opportunities 
for exercise and to rising levels of obesity. 


In an analysis of what needed to be done to tackle these and other similar 
problems, I proposed that effective decision making to address complex 
problems was difficult with more than 40 States Committees involved, and 
with only limited ‘direction’ from the centre. 


I suggested at that time that this had contributed to ‘non-joined up 
government’ and welcomed the changes proposed in the Harwood Report and 
the subsequent ‘Statement of views of the Panel’ - that is ‘fewer politicians, 
fewer, but larger States Committees taking a more strategic view, more 
effective decision making and greater accountability by individuals for the 
decisions made.’ 


Implementing ‘Machinery of government’ reforms 
The Board of Health met for the last time on 24" April 2004. 


In its 104 and a bit years of existence, it had taken the necessary steps to cope 
with the great influenza epidemic of 1919, and the shortages associated with 
the German Occupation 1940-1945. It had supervised the development of 
major new health facilities at the Princess Elizabeth Hospital site, and 
supported the introduction of comprehensive insurance covering secondary 
health and long-term care. 


More importantly, it had seen infant death rates (deaths under one year of 
age) decline from amongst the highest in British Isles in 1900 and ‘life 
expectancy at birth’ to rise to be amongst the highest in Europe, based on the 
death rates of our population at the 2001 Census. 


In its place, the newly constituted ‘Health and Social Services Department’ 
met for the first time in early May 2004, under the Chairmanship of 
Guernsey’s first Health and Social Services Minister, Deputy Peter Roffey. 


Opportunities for better health 


The new Department combines the functions of the former Board of Health, 
the former Children Board, and St Julian’s House (previously under the 
Public Assistance Authority). A new structure gives new opportunities for 
looking at the way we deliver health and social care in the islands. 


MACHINERY OF GOVERNMENT’ CHANGES 


The new Department early agreed that a number of underlying principles 
should determine and support departmental structure and service delivery. 
These include 


Services should be user centred 

- i.e. services should be arranged to ensure the most 
appropriate mix of services for a defined client group, rather 
than along professional lines, or for geographic convenience. 


Service delivery should be seamless 

- i.e. patient or client experience of an illness episode has often 
been likened to a ‘journey’. Although care may be 
administered by different staff in different locations, under 
different structures, (e.g. primary care — to Accident and 
Emergency -— to Specialist (MSG) care — to home care by 
Community staff), there should be as few ‘barriers’ as 
possible between one sector and another. 


Services should be needs led 

- i.e. as medical science becomes more sophisticated, demand 
for healthcare can rise exponentially We need sound local 
epidemiology to determine the true health needs of the 
population, and what health and social services will best 
meet these. 


Interventions should be ‘evidence based’ 

- i.e. not all possible health interventions are equally effective, 
and not all deliver equal ‘value for money’. We need to 
ensure service plans are supported by ‘best evidence’ of what 
actually works, and to continually audit these to ensure that 
‘what works’ is actually delivered. 


The rights and dignity of service users should be respected 

- i.e. health and social care is being increasingly seen as a 
‘consumer service’, in which the service user has an 
increasing role to play. This covers all aspects from having 
sufficient information about the proposed treatment in order 
to give properly informed consent, to the avoidance of 
patriarchal and patronising language and behaviour by all 
health and social care staff. 


Vulnerable service users will be protected 

- i.e. amongst those seeking health and social services are the 
most vulnerable groups in society, including the young, older 
people, and those with learning difficulties. The Health and 
Social Services Department has a special responsibility to 
ensure the basic rights of such vulnerable groups are fully 
acknowledged and protected. 
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@ Services should be accessible, equitable and non stigmatising 
- i.e. health and social care is seen as increasingly consumer 
led, and efforts should therefore be made to ensure care 
delivery as close as possible to the person’s home, that access 
should be on the basis of need, and that, as far as possible, 
services should be seen to be non stigmatising. 


@ Services should comply with ‘good governance’ 

- i.e. all health and social care staff, both individually and 
collectively share responsibility for delivering and 
demonstrating high quality care. As well as providing the 
corporate underpinnings, the Department’s role is to ensure 
the necessary environment where high quality care can 
flourish. If staff perceive that quality is ‘someone else’s 
responsibility’, then services will never rise above the 
mediocre. 


‘Machinery of government’ changes in health and social care in Guernsey 


In order to best operationalise the above principles, the Health and Social 
Services Department has agreed that there would be three main operational 
directorates as follows: 


@ Services for Children and Young People 
Incorporating the former Children Board services, maternity, 
hospital and community children’s services, child and adolescent 
mental health services, and services for children with a disability. 


@ Adult Acute Services 
Incorporating Accident and Emergency, acute medical, surgical 
assessment and rehabilitation services, the adult mental health 
services, and support services, such as pharmacy, radiology, 
pathology and the various acute health contracts and reciprocal 
health agreements. 


@ Continuing and Community Care Services 
Incorporating continuing care services in hospitals including the 
Mignot Memorial Hospital in Alderney and the Duchess of Kent 
House, district nursing and home care service, St Julian’s House, 
supported employment, and services for adults with a disability. 


An evolving role for ‘public health’ 


When reviewing public health services in Britain earlier in 2004, special 
advisor to the Chancellor, Mr Derek Wanless, defined three separate (though 
overlapping) core domains for public health, i.e. areas where public health 
skills such as epidemiology, biostatistics, and the evaluation of ‘healthcare 
evidence’ have a special contribution to make. In Guernsey, these three 
domains encompass: 


MACHINERY OF GOVERNMENT’ CHANGES 


it Health protection to include: 


Environmental Health 

Food safety 

Infectious disease control 

States Analyst’s laboratory 

Emergency planning and major incident response 


li. Health promotion to include 


@ Activities of the Health Promotion Unit 

@ Health education more widely 

@ Managed services such as the Guernsey Adolescent Smoke-free 
Project (GASP), Guernsey Quitline, the Cardiac Action Group, 
etr: 


iil. The scope and quality of healthcare services to include 


Health records 

Clinical coding 

Healthcare information 

Clinical audit 

Clinical risk management 

Clinical governance more generally 
Health strategy 

Reviews of specific service development 


What ‘Machinery of Government’ changes will mean 


Although less affected than many other Health and Social Services 
Department staff, a number of proposed changes within the Public Health 
Directorate merit some explanation. These include: 


@ States Analyst’s Laboratory Services 


Although initially proposed in the original Royal Court Committee Report of 
March 1899, during recent years, the States Analyst’s Laboratory has been 
managed separately from public health services. 


The establishment of the independent post of Director of Environmental 
Health and Pollution Regulation (Designate), the relocation of the 
Environmental Health Department alongside other States Services at Burnt 
Lane, St Martin’s and the increasing development of ‘service level 
agreements’ to define services delivered both internally and externally, have 
all led to a reappraisal of how best to manage such services. 


The States Analyst’s Laboratory is also being relocated from Rosaire Avenue, 
St Peter Port to the Burnt Lane site, and will occupy the ground floor of the 
building which will also house the relocated Environmental Health 
Department. This offers the opportunity to integrate management under the 
Public Health and Health Strategy Directorate, which will now become far 
more ‘arm’s length’, with appropriate ‘service level agreements’ to better 
define allocated resources and expected outcomes. 


@ Infection control 


The Director of Public Health has chaired the local Infection Control 
Committee for many of the past ten years. The Deputy Medical Officer of 
Health has also had responsibility for communicable disease control, and the 
Environmental Health Department for outbreak investigations, particularly of 
food poisoning. To ensure better co-ordination between hospital, 
community and wider public health services, incorporating the two infection 
control nurses within the Public Health and Health Strategy Directorate was 
felt to be both logical and beneficial. 


@ Health records 


Good quality health records should be the ‘common currency’ which provide 
vital patient documentation, whilst helping ensure the quality and 
appropriateness of clinical services delivered. 


Health records were therefore felt to fit most logically with clinical coding, 
and the Healthcare Information Unit which collects and analyses health data 
and with clinical audit, clinical risk management and ‘clinical governance’ 
more generally, which ensure the quality and appropriateness of services 
delivered. 


There was therefore felt to be both logic and benefit in these services all 
being integrated within the Public Health and Health Strategy Directorate. 


@ Emergency Planning and Major Incident Response 


In the wake of ‘the eleventh of September’ and other terrorist incidents, 
governments worldwide are sensing that emergency planning should be 
directed more to appropriate responses to possible terrorist action, rather than 
the previous ‘cold war’ scenario of potential major nuclear conflict. 


In line with Directors of Public Health in the UK, Guernsey’s Director of 
Public Health is becoming increasingly involved in planning and advising on 
Guernsey’s appropriate response to potential terrorist use of biological, 
chemical and nuclear weapons. This involves working closely with the new 
States Emergency Planning Officer, and with joint participation as an 
observer in the major ‘Livex 2004’ exercise to be held in the Isle of Wight in 
October 2004. 


MACHINERY OF GOVERNMENT’ CHANGES 


@ The wider public health picture 


Estimates vary, but many health economists and other specialists in the field 
have concluded that the majority of health improvement is delivered by 
factors outside mainstream health services, i.e. through the general 
population making more ‘healthy lifestyle’ choices, through government 
action in supporting ‘healthy public policy’ such as by addressing health 
inequalities, by specific action in areas which impact negatively on health 
such as housing and social support, and by improving environmental factors 
more generally. 


A number of such issues, identified in the 102" Annual MoH Report 
(2000/2001) are referred to above. Unfortunately, many of the issues 
highlighted in that report, such as housing, a traffic strategy and the need for 
co-ordinated action across all States Departments to ensure ‘sustainable 
development’ have progressed little during the past three years. 


Given their potential to contribute to improved health if implemented, or 
negatively if allowed to deteriorate, it is hoped that the new ‘slimmed down’ 
States, and the more streamlined structures now in place will permit more 
‘joined up’ government, and for many of the above areas to be progressed 
during the lifetime of this States. 


It is naive to expect there to be simple solutions to complex social and 
environmental problems. Decisions which previously may have been felt to 
be potentially unpopular in the short-term and therefore best avoided must 
now be made and acted upon for the greater long-term good, and for the 
improved health and welfare of the population of Guernsey and Alderney. 


Dr David Jeffs 
Director of Public Health 


October 2004 
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Figure 2.2 Numbers of new cancers registered per year 
Average of 1999, 2000, 2001 data 
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MONITORING HEALTH STRATEGY 


Chapter Two 


Monitoring health strategy 


Priority health development areas 


In October 2000, the (then) Board of Health agreed to adopt a more strategic 
approach to further health service development. As part of this six ‘priority 
areas’ for firther development were chosen on the basis that: 


@ they were a common cause of death, premature death <75 years, 
hospitalisation, or a major component of healthcare costs; 


@ there were accepted evidence-based national standards such as the 
various ‘National Service Frameworks’ against which to 
benchmark them. 


@ there was evidence that further investment would produce 
measurable improvements in health outcomes at an affordable cost. 


On these criteria, the following six areas were chosen as ‘health priority’ 
development areas over the decade 2000-2009: 


cancer services 

cardiovascular disease 

mental health 

services for older people 

childrens services 

services for people with learning disability 


Cancer services 


Cancers are the leading cause of ‘potential years of life lost’ (PYLL) 
(premature deaths under the age of 75) and the second leading cause of 
overall mortality in Guernsey. Each year, cancer deaths account for 
about 500 male and 400 female PYLL. 


In 1997, a multidisciplinary group, including local doctors, visiting 
specialists, nurses and other health professionals, was convened to 
develop a Guernsey Cancer Strategy to improve the prevention, 
detection and management of cancers locally. The Board of Health 
accepted and agreed to progressively implement the 29 recommendations 
contained in this strategy in June 2001. 


An informal review, (June 2004) showed that ten of these 
recommendations had already been achieved, and that significant 
progress was being made towards a further thirteen of them. The main 
areas of underachievement had been in the field of palliative care. It is 
hoped that this will be further addressed through the recommendations of 
the recent ‘Death with Dignity’ Report. The whole strategy will be 
formally evaluated and progress reviewed during 2005. 
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Figure 2.3 - Changes in total and individual cancer mortality 


Guernsey males - 3 Year rolling averages 1994-2003 
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Figure 2.4 - Changes in total and individual cancer mortality 


Guernsey females - 3 Year rolling averages 1994-2002 
rates per 100,000 resident females 
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MONITORING HEALTH STRATEGY 


New cancers diagnosed in Guernsey and Alderney are registered with the 
Channel Islands Cancer Registry, which is a sub-set of the South West 
Cancer Intelligence Services based in Bristol. The main source of new 
registrations comes from histological reports, although all clinicians are 
requested to register any new cancer via our health database section. It is 
accepted that our cancer registration represents an under-enumeration, 
particularly with some lung and other cancers where historically there 
may have been no histological confirmation. 


On this basis there were, on average 109 new male cancers and 117 new 
female cancers registered each year between 1999 and 2001 (figures 2.1, 
eet 


During the same period, there were, on average 79 male deaths and 64 
female deaths from cancer, representing some 30% and 23% of all male 
and female deaths respectively. (Page 56) 


The most common new male cancers were prostate, colorectal and lung, 
whilst the most common causes of male cancer mortality were lung, 
colorectal and prostate. There has been both a fall in the incidence 
(number of new cancers) as well as mortality related to these three main 
male cancers during recent years. (figure 2.3). 


The three most common new cancers amongst Guernsey women were 
breast, colorectal, and lung, whilst the three most common causes of 
cancer mortality were lung, (3%) then breast and bowel (both 2%) of 
total female mortality. There has been a slight rise in the incidence 
(number of new cases) of breast cancer, but a fall in the incidence of 
colorectal and lung cancer compared with previous years. There has 
been a similar steady fall in mortality associated with lung, breast and 
colorectal cancer amongst Guernsey women (figure 2.4). 


As part of the implementation of the Guernsey Cancer Strategy, a 
number of key appointments have been made, including a lead cancer 
nurse (November 2003), a respiratory clinical nurse specialist with a 
remit to contribute significantly towards the care of patients with lung 
and respiratory tract cancers (December 2003), a third oncology nurse 
with a joint remit for clinical trials in oncology (January 2004), a third 
specialist palliative care nurse (January 2004) and an oncology/palliative 
care pharmacist (June 2004). 


In keeping with the NHS Cancer Plan (2000) and the Guernsey Cancer 
Strategy (2001) multidisciplinary teams (MDT) have been established in 
breast, colorectal, and lung cancers, and are already bringing better co- 
ordinated management and improved patient outcomes with these 
cancers. It is hoped also to establish MDT’s in gynaecological, head and 
neck, and urological cancers with the intention of bringing similar 
benefits to these areas. 


A comprehensive resource pack of local cancer services has been 
produced, and is much appreciated by local cancer sufferers. A policy on 
‘breaking bad news’ with guidelines for practice, an education plan and 
tools for assessing practice is currently being developed to assist local 
health professionals. It is also hoped to develop a ‘Cancer Services User 
Panel’ to work in collaboration with and to inform the provision of 
future cancer services. 
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Figure 2.5 - Top 10 Medical Unit Bed Days 
Shown as % of all annual bed days 
5 year mean (1998-2003) 
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Figure 2.6 - Top 10 Medical Unit Bed Days 
Shown as % of all annual bed days 
5 year mean (1998-2003) 
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Guernsey continues to participate in and contribute to the Central South 
Coast Cancer Network based in Southampton. Although there have been 
concerns about waiting times and capacity (particularly with regard to 
access to linear accelerator radiotherapy treatments), because of the ease 
of geographical links, and the longstanding clinical contacts already 
established, it is likely that most Guernsey cancer sufferers will continue 
to receive treatment from south coast centres for the foreseeable future. 


Discussions are continuing with planning for a new oncology unit to 
replace the existing Bulstrode House within the next five years as part of 
the overall hospital Site Development Plan. A special challenge will be 
to recreate the special ambience and friendly character of the current 
building, but at the same time to accommodate the ever increasing 
technological advances and demands of a modern cancer service. As 
patient survival continues to improve, the overall numbers of patients 
treated at any one time will also increase. 


The main outstanding area from the Guernsey Cancer Strategy is to 
ensure that palliative care services keep pace with developments in other 
areas of cancer care. As part of the research for the “Death with Dignity’ 
Working Party, facilities at Les Bourgs Hospice, the Guernsey Cheshire 
Home and in the community have been reviewed. It is understood that 
Les Bourgs would like to increase the number of beds and facilities 
offered at the hospice, whilst the most appropriate ways to increase 
palliative care medical capacity are also being investigated. 


Cardiovascular disease 


Cardiovascular disease is responsible for 36% of all male deaths in 
Guernsey, of which approximately 7% (18 deaths annually) are due to 
acute myocardial infarction (AMI). Amongst Guernsey females, total 
cardiac deaths account for 34% of all deaths, of which 6% (17 deaths 
annually) are due to AMI. 


Comparing the five year mean of total cardiac mortality <75 years in the 
five years around the 1996 Census (1994-1998) and the five years around 
the 2001 Census (1999-2003) shows an 18% fall for males from 163.6 
per 100,000 population to 129.4 per 100,000 population, and a 27% fall 
amongst Guernsey women (from 82.5 to 59.6) 


For AMI deaths <75 years, there has been a 23% fall amongst males 
from 44.1 to 33.8 per 100,000 population, and a 12% fall amongst 
Guernsey women from 18.8 to 16.5 per 100,000 population. 


AMI mortality <75 years is approximately 35% lower and total mortality 
<75 years approximately 17% lower than published figures for England 
and Wales. 


As well as being a major cause of overall mortality, and potential years 
of life lost (premature deaths <75 years), cardiac disease is also a major 
cause of hospital admission, being responsible for 29% of all male 
medical unit bed days and 25% of female medical unit bed days (figure 
Beles. 0): 
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Figure 2.7 - Top 10 Guernsey Acute Mental Health Episodes 
(ie F coded episodes, irrespective of admitting unit) 


Rate per 100,000 population 1998 - 2002, 5 year average 
(Data compared with English Hospital Episode Statistics, 2001/2002) 
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Figure 2.8 - Top 10 Guernsey Acute Mental Health Bed Days 
(ie F coded episodes, irrespective of admitting unit) 


Rate per 100,000 population 1998 - 2002, 5 year average 
(Data compared with English Hospital Episode Statistics, 2001/2002) 
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@ As measured by hospital admissions, our population rates for many 
cardiac conditions (e.g. angina pectoris, AMI, heart failure) generally 
appear less than published English figures, although our lengths of stay 
often appear longer. 


@ Local cardiac services were ‘benchmarked’ against the National Service 
Framework on Coronary Artery Disease by a working party of local 
health professionals (2002/2003), who produced twenty five 
recommendations designed to improve management of cardiovascular 
disease in both primary and secondary care in Guernsey. 


@ This report was accepted by the Board of Health in June 2003, with the 
intention that the twenty five recommendations would be progressively 
implemented over the next five years. 


@ Amongst the recommendations were the appointment of a Specialist 
Cardiac Nurse to help co-ordinate cardiac care, implement integrated 
care pathways and to ensure all those who might benefit from cardiac 
rehabilitation, (whether post AMI, post cardiac surgery or in some forms 
of cardiac failure), can be properly identified and appropriately referred. 
Unfortunately, it has not been possible to progress this aspect of the 
proposals. 


@ However, under the terms of the Medical Specialist Group contract, an 
external review of each specialty is programmed over a five year rolling 
cycle. The medical specialities were so reviewed in June 2004, and it is 
hoped that the report will support the need for more structured and better 
co-ordinated cardiac care, with a view to reducing unnecessary lengths of 
stay and further improving patient outcomes. 


Mental health services 


@ Mental health services are also one of the former Board of Health’s six 
chosen ‘priority areas’ for further service development, and a ‘Five Year 
Strategy for Adult Mental Health Services (Acute and Continuing) 2004- 
2009’ has been developed during 2003/2004 and was formally accepted 
by the Health and Social Services Department in June 2004. 


@ The need to develop mental health services in Guernsey has been the 
subject of a series of reviews, reports and workshops extending back 
over several years, including the ‘Thompson Report’ (1992), the ‘Design 
for Accomplishment’ Workshops (1997) and the Health Advisory Service 
(HAS) Reviews in 1999 and 2001. 


@ In addition, the publication of the ‘National Service Framework for 
Mental Health’ (NSF) in 1999 has given a series of ‘evidence based’ 
standards against which to benchmark local services. 
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The development of an appropriate range of mental health services to best 
meet local needs has in the past been handicapped by the lack of reliable 
mental health data. This has now been partially overcome, and we have 
some six years of well analysed and fairly robust data on acute mental 
health inpatient admissions and further details on local prescribing 
patterns, mental health admissions amongst elderly people, etc. 


The picture which emerges is of a relatively small number of mental 
health clients with relatively high rates of admission and re-admission to 
acute inpatient beds. The above reviews and reports have suggested that, 
in the past, our mental health services have been too hospital focused, 
too institutional in approach, too medically orientated, too limited in the 
range of options they have offered, and too inflexible in how these were 
delivered. 


It is felt that, historically, there has been an element of ‘chicken and egg’ 
to this service pattern, i.e. without community based alternatives, there 
has been little choice but to admit patients, but reliance on inpatient 
admission has discouraged and precluded the development of alternative 
approaches. 


Using the six years aggregated data, it has been possible to compare local 
service patterns with those in the NHS (figure 2.7). These graphs were 
generated by searching for all ‘F’ codes (psychiatric admissions) at both 
the Princess Elizabeth and Castel Hospitals, and expressing them as a 
rate per 100,000 population. A significant proportion of all ‘F’ coded 
admissions are to the PEH site. 


These were then compared with all ‘F’ codes admitted to both acute 
psychiatric and general hospitals in England for the years 2001/2002, 
again expressed per 100,000 population. 


Perhaps the most striking differences are an almost doubling of 
‘admission rates’ for ‘mental and behavioural disorders due to alcohol’ 
in Guernsey compared with England, and an almost 40% increase in 
admissions for ‘depressive episodes’. 


In contrast, admissions for schizophrenia are less, although admissions 
for schizo-affective disorders are proportionately more. This may reflect 
a difference in diagnostic or coding criteria. 


When comparing use of bed days (figure 2.8), use of bed days per 
100,000 population for ‘alcohol related problems’ and for ‘unspecified 
dementia’ is approximately double that of England. The small 
proportion of patients >65 years of age on Albecq Ward has been 
mentioned — perhaps suggesting a tendency for people with acute 
manifestations of dementia to be admitted to an acute psychiatric unit for 
want of alternative placements. 


On the other hand, the use of bed days for both the treatment of 
schizophrenia and depressive episodes is less than in England, although 
this may again be due to differences in the use of diagnostic criteria. 
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@ On the advice of HAS, in line with the National Service Framework 
standards and with the support of most service providers and users, the 
whole thrust of this Mental Health Strategy is now to manage the greater 
proportion of all mental illness in the community, with admission to an 
inpatient bed being seen as the last resort, and then only for the least 
possible time. 


@ The Strategy envisages that each of the three consultant adult 
psychiatrists and the psychiatrist in elderly care will provide a clinical 
lead to and be supported by a Community Mental Health Team (CMHT). 
Each team will also include one non consultant medical staff, two 
community mental health nurses, and a social worker, plus psychology, 
occupational therapy, and secretarial or clerical staff support. 


@ Each of the three adult CMHTs will have a clear link with one of the 
three main primary care practices. The teams will accept referrals from 
these primary care practitioners or A&E as appropriate, providing a 
single access route to ensure co-ordinated and prioritised services 


@ Under the ‘managed specialisation’ model recommended by HAS, each 
of the three consultant led teams will also take a lead in areas such as 
substance misuse services, specific personality and eating disorders or in 
liaison with Adult Learning Disability Services. There will also be a 
specialist support team in substance misuse. Again, the emphasis will be 
on provision of treatment options and care in the community, with 
inpatient admission as the ‘last resort’ and then for the least possible 
time. 


@ Although elderly patients (>65 years) suffer a range of mental health 
problems, the overwhelming challenge is to provide adequate care for 
dementia sufferers. At the 2001 Census, there were 752 individuals 
claiming disability by reason of ‘ongoing memory problems’, of whom 
388 (52%) were in hospital or residential care. It is estimated that one 
third of all dementia sufferers will need constant care or supervision. 
This will be provided through a range of community based, private 
sector and Health and Social Services Department inpatient facilities. 


@ Of particular concern is the fact that Guernsey is still reliant on its 1939 
Mental Health legislation. This no longer reflects the needs of the 
mentally ill and is certainly not ‘human rights’ compliant. Although 
draft new mental health legislation has been drawn up, this only recently 
seems to have attracted the priority for drafting it requires. In the 
meantime, our existing legislation continues to cause particular 
difficulties and embarrassment when cases of Guernsey patients are 
being considered by Mental Health Tribunals in the UK. 


Services for Children and Young People 
@ The tragic death of eight year old Victoria Climbie from a series of 


horrific injuries deliberately inflicted over a number of years by the 
relatives who were caring for her led to the Laming Enquiry. 
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The Enquiry revealed that, although Victoria’s injuries were known to the 
local health, education and social services, repeated breakdowns in 
communications, caused in part by misconceptions about ‘confidentiality’ 
led to patchy and largely ineffective interventions by those responsible for 
her health, safety and welfare. 


Included in his final series of 106 recommendations, Lord Laming called 
for ‘joined up’ children’s services, with a Cabinet rank Minister 
responsible for a ‘Children and Families Board’ and a ‘National Agency 
for Children and Families’ to advise the Minister, scrutinise new 
legislation, and guide implementation of the ‘UN Convention on the 
Rights of the Child’. 


These arrangements would also be paralleled at a local level, with local 
managerial structures to improve supervision, co-ordination and 
accountability. 


In Guernsey too, lack of communication between the former Children 
Board, Education Council, and Board of Health has also unfortunately 
existed, as have misplaced concerns about confidentiality. 


The ‘Machinery of Government’ reforms, and the desire for ‘patient/client 
centred services’ summarised in Chapter One have produced the 
opportunity to establish a new Children and Young People Directorate 
which will ensure that all those working in the areas of children’s health 
and welfare will be working together, and to a common purpose. 


In particular, recent legal opinion confirms that the Health and Social 
Services Department is the legal entity, and sharing of information should 
occur amongst all those providing care to a child or their family — subject 
to the ‘Caldicott principles’ of ‘need to know’ and ‘minimum information 
for the purpose.’ It is hoped that this improved sharing of necessary 
information will minimise any possibility of tragedies similar to the death 
of Victoria Climbie ever occurring in Guernsey. 


Amongst other opportunities offered by the new Children and Young 
People Directorate is the opportunity for more co-ordinated and 
integrated planning. The previous ‘Children’s Services Plan’ produced by 
the Children Board along with representatives of Health, Education and 
non-Governmental Agencies, will be replaced by a new integrated 
Services Plan which takes into account the new structures. 


Future services are likely to be far more community based. It is hoped to 
continue to expand the developing network of Family Centres, with a 
third centre joining the ‘Welcome’in’ in the Bouet and the ‘Kindred 
Centre’ on the Genat Estate. Health Visitors and other professionals will 
continue to work in and contribute towards the aims of the Family 
Centres, which in turn will address key issues in the States Corporate 
Anti-Poverty Programme (CAPP). 
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The documented successes of the ‘SureStart’ programmes in the UK, and 
‘Families First’ programmes in parts of Australia show the benefits of 
early intervention and prevention. Such programmes will be paralleled 
in Guernsey, through more community based initiatives, including the 
community development programme in St Peter Port, co-ordinated by 
the NSPCC, and the evolving dental public health programme run by 
community nurses. — 


Although only the first part has been published, the direction of the 
developing National Service Framework for Child Health is clear. 
Services will be far more multi-disciplinary in nature, community 
orientated in delivery, and based firmly on evidence of ‘what actually 
works’. As with other NSF’s, local children’s services will be 
‘benchmarked’ against evidence based best practice. 


Children with a disability are a special area of concern, and services to 
meet their needs will continue to be developed, with an emphasis on 
community support, and respite care when needed. 


After several years’ preparation, Guernsey’s proposed new Children Law 
will be considered by the States later in 2004. The proposed legislation 
will set out basic principles aligned with the UN Convention on the 
Rights of the Child (1989). 


It is hoped that this will result in a more integrated system, with cases 
dealt with by a Child, Youth and Community Tribunal (rather than by the 
Courts), and the care needs of ‘troubled children’ more appropriately 
addressed. 


Services for older people 


Analysis of PEH data shows that 57% of all medical inpatient bed days 
at the PEH are for patients aged over 65 years, and 40% are over the age 
of 75 (figure 2.9), whilst 75-84 years is the peak age for use of bed days 
by both males and females (figure 2.10). 


Similarly, reasons for admission in those aged >65 years (figure 2.11) 
and >75 years (figure 2.12) do not differ very much from those of 
younger age groups (figures 2.5, 2.6). The majority of ‘age care 
medicine’ must therefore be seen as forming one end of a continuum 
with general medicine. 


When the new MSG contract was renegotiated in 2002, it was 
accordingly agreed that it would be more logical for medical services for 
older people to form part of the overall general medical services 
provided by the MSG. 


Two physicians specialising in care of older people were therefore 
recruited and took up position in September 2002. Because of the needs 
of the service and to develop new services in the community, a third 
physician for older people has recently been recruited, and will take up 
appointment in November 2004. 
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Figure 2.9 - Bed days by age at discharge 
Medical Unit (Arnold, Brock and CCU) 
1998-2003 
(Outliers have been removed from this data) 
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Figure 2.10 - Average annual numbers of bed days by age band 
Medical Unit (Arnold, Brock and CCU) 
1998-2003 
(Outliers have been removed from this data) 
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Figure 2.11 - Top 10 Medical Unit Bed Days 
Shown as 0% of all annual bed days 
5 year mean (1999-2003) 
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Figure 2.12 - Top 10 Medical Unit Bed Days 
Shown as 0% of all annual bed days 
5 year mean (1999-2003) 
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Figure 2.13 - Elderly Care 
75+ Staying in Hospital <91 days, Top 10 Primary Diagnoses 
(Bed days) Males 1998-2002 
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Figure 2.14 - Elderly Care 
75+ Staying in Hospital <91 days, Top 10 Primary Diagnoses 
(Bed days) Females 1998-2002 
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An analysis of acute admissions >75 years remaining in hospital <91 
days (i.e. excluding those whose discharge may have been delayed due to 
lack of alternative home care provision, rather than to their medical 
needs are shown in figures 2.13, 2.14). The most common use of 
inpatient bed days include: 


- Heart failure (S%oM + 3%F) 

- Cerebrovascular disease and stroke (S%M + 5%F) 
- Osteoporosis and falls prevention (2%M + 7%F) 

- Unspecified dementia and senility (2%M + 3%F) 


Approximately 325 patients are admitted annually with heart failure, of 
whom approximately 65% are 75years+. The average length of stay is 
approximately x 2.3 that of England. Perhaps NHS pressures mean that 
many patients are discharged before they are fully ready, but there may 
also be opportunities to allow earlier discharge in Guernsey. 


A review of local practice against the recent NICE guidelines for the 
Management of Chronic Heart Failure was therefore undertaken (July 
2003), and it is hoped that improved patient management through the use 
of integrated care pathways can help reduce length of stay and improve 
outcomes in Guernsey. 


There are approximately 150 episodes (70M, 80F) of cerebrovascular 
disease and stroke each year, giving a population rate of 250 per 100,000 
population. This is about 17% lower than UK figures. Again, our 
average length of stay is much longer than the UK, although this is less 
marked in those >75 years. 


There are also approximately 85 persons admitted with fracture neck of 
femur each year (25M, 65F), with an average length of stay of 18 days. 


‘Fracture neck of femur’ is the most common use of bed days in women 
>75 years, and the seventh most common use of bed days in men of the 
same age. The Department has therefore adopted a ‘Guernsey 
Osteoporosis Strategy’ aimed at identifying those most at risk of 
osteoporosis, and ensuring that they receive treatment which will retard 
or reverse the likelihood of this condition. 


A Specialist Osteoporosis Nurse has been employed to co-ordinate this, 
and a DEXA machine purchased with funds generously donated by the 
Friends of the Princess Elizabeth Hospital has been recently installed at 
the PEH site. 


All women turning 74 years who are known to the health services 
through primary care or HSSD indexes are invited to complete a ‘risk 
factor assessment questionnaire’, and those with one or more risk factors 
are invited for an interview with the Specialist Osteoporosis Nurse. 


If one or more risk factors are confirmed, then a DEXA scan can be 
organised, and liaison maintained with the family practitioner, with 
appropriate specialist review as required. Approximately 600 DEXA 
scans are performed annually. 
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There is also ‘opportunistic case finding’ through the orthopaedic ward 
and fracture clinic. A falls programme has also recently been established 
to review medication and other risk factors for falls and to prevent 
further falls and their sequel. 


Further improvement in preventing osteoporosis and reducing 
osteoporotic fractures will include: 


- Designation of one of the aged care physicians to a sub- 
specialty interest in falls prevention and fracture reduction 

- Further expansion of the falls clinic 

- Including other ‘high risk groups’, (selected males, those on 
long term steroid treatment, low impact fractures from the 
fracture clinic, etc) 


In the research leading up to the five year Mental Health Strategy, it was 
found that a small number of acute beds are inappropriately occupied by 
those with ‘unspecified dementia and senility’ (2% of males, 6% of 
females acute admissions >75 years). Under the mental health strategy, 
there are plans to increase alternative provision in people’s own homes, 
more generally in the community and within the private sector. 


The Health and Social Services Department would provide long-term 
backup with a re-defined role for the Duchess of Kent House, and with 
sixty long stay beds for more severe EMI cases recently opened at La 
Corbinerie. 


Most appropriate use of available facilities will require close co- 
operation and joint working between the physicians for older people and 
the States Employed Consultant in old age psychiatry. 


Services for People with a Learning Disability 


The 104" Annual MoH Report (2002/2003) stated ‘Unfortunately, 
missing data has meant that a full analysis of the healthcare needs 
amongst the learning disabled could not be completed in time for this 
Report. It is difficult to ensure an adequate and appropriate allocation 
of resources for future developments without sufficient factual basis.’ 


It is therefore pleasing to recount that work on improving the Learning 
Disability database has been continuing, and that information on levels 
of disability, associated physical conditions, care, housing and social 
needs should soon become available. 


In the meantime, the Planning Advisory Co-ordinating Team (PACT) 
continues to meet, and has established separate working groups in health, 
mobility, employment, respite and transitional services to further 
progress these areas. 


Under the Machinery of Government reforms, and the more 
‘patient/client’ centred approach, children with a learning disability will 
be ‘mainstreamed’ along side other children’s services, whilst adults will 
come under the Continuing and Community Care Directorate. 


CLINICAL GOVERNANCE’ 


Chapter Three 
‘Clinical governance’ and the quality of clinical care 
‘Clinical governance is the patient-centred, systematic and 


accountable delivery of quality health care.’ 


About ‘clinical governance’ 


Clinical governance is an evolving concept, and there have been a number of 
attempts to define what it comprises. One accepted definition is as above. 


In essence, this means that all those delivering clinical services need to work 
together to provide high standards of clinical care, and more importantly, to 
be able to demonstrate them as such. 
Whatever definition is used, it must be accepted that ‘clinical governance’ is 
an umbrella term which covers a range of activities — at one time summarised 
as the ‘seven pillars of clinical governance’. These include: 

@ clinical information 
clinical audit 
clinical risk management 


social effectiveness 


staffing 


education and training 
@ patient and user involvement 
A commitment to quality 


The delivery and demonstration of high quality clinical services is, and must 
remain the individual and collective responsibility of all those who provide 
them. 


As clinical care becomes more sophisticated and specialised, management 
does not and increasingly will not have the time, tools, and resources to 
measure every aspect of the clinical process and outcomes. 


Additionally, if clinical staff believe that the monitoring of quality is 
‘someone else’s responsibility’, then clinical services are unlikely to rise 
above the mediocre. It requires full commitment by all those providing 
clinical services to be able to deliver and demonstrate ‘clinical excellence’. 
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The role of the Health and Social Services Department 
The Department, like its predecessor, the Board of Health, is committed: 
@ To provide an environment in which clinical excellence can thrive. 


@ To use every opportunity to demonstrate that the Department itself 
places as high or even higher importance on clinical outcomes as 
there has traditionally been on financial outcomes. 


@ To ensure that provision and demonstration of clinical quality is an 
intrinsic part of the contractual requirements for the provision of 
services by all ‘third party’ groups and organisations. 


@ To require and ensure that clinical staff employed directly by them 
meet the same high standards as are demanded of outside groups 
delivering clinical services under contract. 


@ To support the infrastructure necessary to deliver and demonstrate 
the ‘seven pillars of clinical governance’. 


@ To receive, consider, and act upon the quarterly and annual reports 
provided by the Clinical Governance Committee. 


Clinical governance in primary care 


Primary Care Practitioners and their Associates working for the three large 
group practices remain independent, mainly delivering services under a ‘fee 
for service’ model. They are therefore largely outside the control of the 
Health and Social Services Department. 


Nonetheless, the three group practices have agreed ‘in principle’ to 
collaborate in ‘clinical governance’ initiatives. To an extent, these will also 
be co-ordinated with the Department priority areas to help improve the health 
of the island populations overall. 


For example all three group practices took part in the ‘cardiovascular risk 
factor’ audit as recommended in the National Service Framework (NSF) for 
Coronary Heart Disease during 2003. This audit is due to be repeated during 
2004. 


There is also a commitment to meet the standards required under the National 
Institute of Clinical Excellence (NICE) guidelines on improved management 
of cardiac failure. 


All clinical governance activities in primary care will be reported to, and co- 
ordinated by the Medical Advisory Committee. The Director of Public 
Health has offered to officially document such participation, which can then 
be used by individual medical practitioners as part of their revalidation 
process with the General Medical Council. 
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Clinical governance in Alderney 


As a baseline, the clinical audit nurse has visited Alderney and performed an 
audit of the quality of medical record keeping from randomly selected patient 
records at the Mignot Memorial Hospital (MMH). This will now be 
discussed with the Alderney practitioners and MMH representatives as a 
basis for future ‘clinical governance’ activity. 


Clinical governance in Accident and Emergency (A&E) 


Drs Brian Parkin and Elizabeth Norris have agreed to accept the joint role as 
‘lead clinicians’ under the new ‘24 hour Doctor’ contract which commenced 
in January 2004. As such, they will have an ex-officio seat on the Joint 
Clinical Governance Committee. The lead clinician will be expected to 
report on clinical governance standards in Accident and Emergency, to 
oversee the implementation and use of ‘evidence based’ protocols and ensure 
co-ordination with clinical governance activities on other Health and Social 
Services Department sites. 


Clinical governance in secondary care 


Under new contracts with the Medical Specialist Group (MSG) and Guernsey 
Physiotherapy Group (GPG) their previously expressed desire to support, 
participate and report on ‘clinical governance’ activities became a 
contractual obligation as from January 2003. 


The joint Clinical Governance in Secondary Care Committee, comprising 
representatives of the Health and Social Services Department, MSG, and 
GPG met monthly until October 2002, and has met quarterly since then. A 
three year ‘clinical governance’ strategy was produced in February 2003, 
submitted to and largely accepted by the HQS Accreditation Survey in June 
2003. 


The joint committee has agreed to review progress annually, normally at the 
October meeting. At the October 2003 meeting, it was agreed to hold a 
special meeting to consider progress in more detail, and an additional 
meeting was therefore held in December 2003. As a result, the Clinical 
Governance Strategy was modified to take into account progress already 
made, and revised to cover the two year period 2004-2005. 


Dr Graham Beck has taken over from Mr David Beaumont as clinical 
governance ‘lead’ for the MSG. It is intended that such a position will in 
future be a member of the MSG Management Committee. This will help 
ensure that all necessary corrective action to maintain and demonstrate high 
clinical standards can be taken and followed through. 


There has been continuing progress in clinical governance amongst the 
nursing staff encouraged by the former Director of Health Studies and 
Nursing Services, Mrs Tina Poxon (now Director of Community and 
Community Care Servics) and amongst many Allied Health Professionals, 
encouraged by Mr Ed Freestone, the Chief Pharmacist. 
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Additional ‘clinical governance’ staff in the form of administrative support 
for the Clinical Risk Manager, and a second Clinical Audit Nurse were 
appointed during 2003. 


Clinical risk management 


Clinical risk management is defined as ‘a means of reducing the risk of 
adverse events occurring in the organisation by systematically assessing, 
reviewing and then seeking ways to prevent their recurrence.’ 


The aims of our local clinical risk management strategy are: 


To identify the risks that exist 

To assess those risks for potential frequency and severity 

To eliminate the risks that it is reasonably practical to eliminate 

To reduce the effect of those that cannot be eliminated 

To put in place systems for monitoring those risks that remain by 
means of a ‘risk register’. 


Clinical risk management (CRM) teams have been set up for all major 
clinical disciplines and, during 2003, met as follows: 


Surgical 5 meetings 
Anaesthetics 5 meetings 
Mental health 5 meetings 
Child health 6 meetings 
Accident and Emergency 5 meetings 
Obstetrics and Gynaecology 6 meetings 
Medical 6 meetings 
Alderney 3 meetings 


An essential component of clinical risk management is the recording and 
documentation of all untoward incidents. The Department has invested in the 
Safeguard risk management system, which ‘went live’ in June 2004. This 
will also link to patient complaints and potential medicolegal litigation, and 
will ensure that a formal ‘risk register’ is created to enable priorities to be 
addressed. 


Through our clinical risk structures, Guernsey is also involved in the 
Confidential Enquiry into Maternal and Child Health (CEMACH) previously 
known as CESDI. The remit for this newly formed enquiry extends into 
mortality and morbidity for mothers, babies and children up to 16 years of 
age. All cases reported to CEMACH are reviewed internally by the multi- 
disciplinary team. 


Guernsey also participates in the National Confidential Enquiry into Patient 
Outcome and Death (NCEPOD) previously known as ‘Enquiry into Peri- 
operative Deaths’. This should now involve the study of all deaths occurring 
in hospital. Surgical hospital deaths are reviewed at the Surgical and 
Anaesthetic Morbidity/ Mortality meetings, and following a pilot study, it is 
intended all medical deaths will be similarly reviewed. 


CLINICAL GOVERNANCE’ 


Guernsey has also applied to become involved in the Confidential Inquiry 
into Suicides and Homicides (CISH) but because of the small numbers of 
such cases, the organisation has suggested that it would not be worthwhile for 
us to participate. It has been suggested that the Mental Health Risk 
Management Team should review all such cases on an annual basis. 


Clinical audit 


There were fifteen clinical audit projects completed during 2003, excluding 
purely nursing audits. There are in addition five ongoing audits linking to 
National Projects such as MINAP (Myocardial Infarction National Audit 
Project). Three projects which commenced in 2003 will collect data for a 
minimum of two years. 


Amongst completed audit projects were: 
@ Inpatient mortality 


Retrospective audit of 20 cases who died as inpatients in Princess Elizabeth 
Hospital in January 2003 was carried out, with cases being randomly 
allocated to any consultant physician, other than the consultant in charge of 
the case. 


All cases were subsequently reviewed at a round table discussion. Of the 20 
who died following acute admission, there was no evidence discovered of 
any significant deficiencies in medical management, although there where 
some areas were documentation could be improved. 


It is hoped shortly to implement routine mortality case-note review of all 
younger patients without malignant disease who die in hospital. 


@ Ventricular fibrillation/ventricular tachycardia 
Cardiac arrests January — December 2003 


There were 6 males (mean age 68.8) and 2 females (mean age 69.5) in this 
category. 


Return of spontaneous circulation, 24 hour survival, survival to discharge 
from hospital, no significant neurological damage criteria all fully compliant 
with Royal College of Anaesthetists published standards. 


@ Symptomatic referral for breast cancer 

The NHS ‘Cancer Plan’ specifies that all URGENT referrals should be seen 
within 10 working days. 212 referrals fell into this category in 2003 of which 
189 (89%) were seen within this time limit. Average waiting time was 6.5 
days. Referral patterns are being examined, and a re-audit will be performed. 


@ Emergency Caesarean Section 


The National Sentinel Caesarean Section Audit 2001 recommends a 
‘decision to delivery time’ of 30 minutes for emergency caesarean section. 
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Of 30 cases audited July — November 2003, 5 were classified as ‘emergency’. 
Mean delivery time was 79 minutes (range 50-90 minutes) 


The failure to meet the expected standard has been extensively discussed, and 
it is hoped that new guidelines will improve theatre access and that when the 
fourth theatre is opened, this will also help ensure that emergency theatre 
space will be available at short notice. 


Demonstrating the quality of clinical care 


Clinical audit is about measuring local standards of clinical care locally, 
comparing these with national or other ‘best practice’ standards, identifying 
opportunities for improving process and outcomes, and re-auditing at a later 
date to ensure that such changes have indeed led to improved clinical 
standards. 


As part of this process, each clinical discipline is responsible for presenting 
the results of their local audits at an ‘Academic half day’ on a two yearly 
cycle. Because health care is increasingly delivered by a ‘clinical team’, 
involved nursing staff and other health professionals are invited to attend 
relevant academic sessions. 


Amongst important ‘Academic half day’ presentations in 2003/2004 were; 
@ NICE guidelines on preoperative tests 


In June 2003 the National Institute of Clinical Excellence (NICE) published 
guidelines on the appropriate use of pre-operative tests. A retrospective 
audit of pre-operative investigations for elective surgery due during June 
2003 was performed. 365 cases were identified, and a random sample of 190 
cases were audited. 


This showed that CXR was performed appropriately in 97%, FBC 
appropriately in 91%, U&E appropriately in 78%, random glucose 
appropriately in 84% and INR appropriately in 97% of cases. 


This gives an overall standard of 78% when all grades of surgery are 
grouped together. A total of 170 tests were performed against the 
recommendations in the guidelines, suggesting opportunities for cost saving 
and improved clinical care. 


@ Gallbladder pathology 1999-2002 


Cholecystectomy (removal of the gallbladder) is one of the most common 
general surgical operations. A total of 524 Cholecystectomies (397F, 127M) 
were performed between 1999-2002. The most common age for women was 
42-70 and for men 40-60 years. All gallbladders removed and sent for 
histology were reviewed. This showed that 42% had evidence of gallstones, 
36% evidence of cholelithiasis, and 17% evidence of chronic inflammation. 
In only 12 cases (2%) was no pathological abnormality demonstrated. 


CLINICAL GOVERNANCE’ 


@ Surgical treatment of glaucoma 2001-2003 


Glaucoma (raised intraocular pressure) may be treated both medically and 
surgically. Most common reasons for surgical treatment are poor control or 
sensitivity to medical treatment. A total of 48 patients (29F, 19M) underwent 
trabellectomy surgery to correct glaucoma between 2001-2003. 17 patients 
had surgery on both eyes, 31 to only one eye. Success was judged as a 
tenometric pressure of <21mmHg. At 3-6 months 98.4% achieved this 
reading, at 12 months 92.3%, at 24 months 95.4%, which exceeds national 
standards. There were four cases of complications in the series, of which 
only one required further surgery. 


@ Regional anaesthesia in obstetrics 


Regional anaesthesia is used to reduce pain during normal labour, and reduce 
the need for a general anaesthetic in caesarean deliveries. 575 deliveries 
occurred between May 2002 and April 2003, in which regional anaesthesia 
was administered in 214 (37%). The NHS standard suggests that 80% of 
women should be offered regional anaesthesia for caesarean section. In the 
above period, 91% achieved this standard at the PEH. Recognised 
complications of epidural anaesthesia include post puncture headache. 
There were 2 cases in the above series (0.5%) against a national standard of 
1.1-1.9%. 


@ Tympanoplasty (eardrum repair) 1998-2000 


There were 84 cases of tympanoplasty (eardrum repair) performed between 
1998-2000, a mean of 24 per year. 77% were <50% of the eardrum, and 
23% >50%. Overall, there was a 97% graft ‘take rate’ (NHS equivalent 
82%) and 58% of patients demonstrated improved hearing from the 
procedure (NHS equivalent 52%). 


@ CT for headache 


Computerised tomography (CT) has an important role in various neurological 
investigations such as following an acute stroke, in transient ischaemic 
attacks, and for investigation of a space occupying lesion. The Royal College 
of Radiologists does not recommend its use in the investigation of chronic 
headache, dementia or loss of memory. A total 2,759 cranial CT scans were 
ordered in 2002, of which 14% failed to meet the RCR guidelines. All CT 
scans ordered for investigation for chronic headache were reported as normal. 
This information has been passed to clinicians in the hope of reducing 
inappropriate requests for CT investigation. 


Staff Development Sub-Committee 
@ Appraisals and revalidation 


Ensuring clinical staff have appropriate skills for their clinical role, and 
opportunities to ensure that these are kept current is one of the roles of the 
Staff Development Sub-Committee. All medical practitioners are now 
required to have annual appraisal, and ‘first round’ appraisals have now been 
completed for the MSG (internally using eight trained appraisers) and for 
States Employed Consultants (externally with visiting appraisers from the 
same speciality). 
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The General Medical Council (GMC) has announced that providing a doctor 
participates in ‘clinical governance’ activities and practices within a managed 
clinical environment, then annual appraisal will be the usual route to 5 yearly 
‘revalidation’ and a continuing ‘licence to practise’. There will be a 
requirement for the GMC submission from both States Employed and MSG 
consultants to be ‘signed off’ both by the Department’s Chief Officer and 
their clinical governance ‘lead’, to the effect that they are participating in a 
quality assured appraisal scheme, that they are compliant with local clinical 
governance requirements, and that they are free of any significant unresolved 
concerns about their fitness to practise. 


In parallel with these medical developments in medicine, annual appraisals 
are being extended to all members of the Guernsey Physiotherapy Group, 
Allied Health Professionals and nursing staff. One problem is the relatively 
rapid turnover of nursing staff means that participation is often lower than 
desired. 


@ Off island attachments 


An important way of ensuring that clinical staff do not become ‘deskilled’ 
through the relative lack of clinical numbers in Guernsey, is through ‘clinical 
attachments’ to busy NHS centres. At present, 13 of the 37 MSG specialists 
have had such attachments approved, with several more being negotiated. 
Such attachments vary from one day per fortnight to ten days annually, 
according to the clinical speciality and opportunities for involvement in 
clinical procedures and practice at the UK hospital. A number of States 
Employed Consultants have also negotiated clinical attachments. 


@ Wednesday clinical lunches 


To ensure that the ‘Wednesday clinical lunch’ is more relevant to the 
continuing professional development needs of both medical and other clinical 
staff, the traditional Wednesday lunchtime session has been reformatted. 


Buffet style refreshments have now generally replaced the previous ‘sit 
down’ lunch, which allows larger numbers of clinical staff to attend. 


The Post Graduation Education Committee has been revived, programmes 
are printed in advance and subjects are chosen for their relevance to current 
clinical practice in Guernsey. 


This allows other members of the ‘clinical team’ to be invited to relevant 
presentations, and recent presentations have attracted both specialist and 
primary care doctors, pharmacists, hospital and practice nurses, and a range 
of other health professionals. 


Although only in its first year, it is felt these changes have been generally 
beneficial, and provide a sound foundation for further developments in the 
future. 


ENVIRONMENTAL HEALTH 


Chapter Four 
Environmental Health 


2003 Overview 


For the Environmental Health Department, 2003 was a year of consolidation. 
For the second successive year, the staff of the department remained 
unchanged and this enabled further progress to be made towards full 
compliance with the LACORS Local Authorities Coordinating Office on 
Regulatory Services) standard for risk assessment and inspection of food 
premises. 


The department has continued to have a considerable input in the process of 
the implementation of the States’ Solid Waste Strategy. The States decided in 
September 2003 to build a Energy from Waste plant, an integral part of the 
Strategy, at Longue Hougue and work by the department to formulate the 
conditions for an operating licence has continued apace. However, at the 
time of writing the States have agreed to defer the proposals, subject to the 
findings of a panel of enquiry into the original decision. A revised Policy 
Letter was approved by the States in December 2003 regarding the Control of 
Environmental Pollution (Guernsey) Law, which was finally passed by the 
States in March 2004 and is expected to come into force at the beginning of 
2005. Previous delays in the enactment of this Law have hampered the 
effective protection of the Guernsey environment. 


The department was pleased to be able to once again organise a local heat of 
the National Curry Chef Competition. This nationwide competition has been 
running since 1992 and as well as giving local curry chefs the chance to show 
off their culinary excellence, promotes high standards of food safety and 
hygiene in the workplace. The competition is organised jointly with the 
College of Further Education. The high standards that were apparent during 
our inaugural 2002 competition were repeated, as the winner of the local heat 
once again beat off all the competition in the South West regional heat to 
secure a place in the National Final, which was held at the Birmingham NEC 
at the BBC’s Good Food Show and televised across the UK. 


Air pollution continued to make headline news in 2003, from the continuing 
problems at the Alderney Impot site to record levels of ozone recorded in the 
island during August, during a period which saw the island’s temperature 
record raised twice within four days. However, general air quality remains 
good despite rises in some areas. The department continues to receive 
numerous complaints regarding nuisance bonfires that cause inconvenience 
and localised air quality problems. 
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Visits by Department Staff 


The department employs six professionally qualified Environmental Health 
Officers - Chief Environmental Health Officer John Cook, Deputy Chief 
Environmental Health Officer Tony Rowe and Environmental Health 
Officers Stuart Wiltshire, Stan Horton, Tobin Cook and Mhairi Macgregor. 


Officers work in two main sections — Food Safety and Infection Control, 
which deals with all aspects of food control including the inspection of food 
premises, dealing with complaints about food, promotion and undertaking of 
food hygiene training and the investigation of the causes of infectious and 
food-borne disease, and Environmental Control, which deals with all 
matters affecting the environment, including housing, noise and air pollution. 
Routine measurements of environmental parameters, including air and 
seawater quality, are also undertaken. Waste regulation now forms an 
integral part of the section and the department employs a professionally 
qualified Waste Regulation Officer, Simon Welch. The department also deals 
with rodent control and employs two rodent control operatives, Paul Tostevin 
and Michael Brache. The department carried out a total of 6797 visits during 
2003 and these are detailed under the section headings. 


Food Safety and Infection Control (Figure 4.1) 


The department continued to promote its Hygiene Award Scheme in 2003, 
following its successful launch in 1998. The Award scheme recognises high 
standards in food hygiene and is divided into three parts — practice and 
structure, hazard analysis and staff training. In each area emphasis is placed 
on complying with the legal requirements, recognising good practice and the 
demonstration of due diligence. Eight awards were made in 2003, the same 
number as in the previous year but the improvement made over 2000, when 
only three awards were made, was maintained. The department is looking to 
make the Award more accessible without compromising standards. 


The Food Safety section made 2087 visits during the year 2003. Of these 
1062 were initial visits, with 1025 being revisits. 


Food Complaints (Figure 4.2) 


A total of 48 food complaints were received during the year, a decrease over 
the 54 recorded in 2002 and continuing the downward trend of 2001 (69) and 
2000 (72). 


In 27 of the cases, the complaints were found to be unsubstantiated after 
investigation or the source of the problem occurred subsequent to the 
purchase of the food. None of the remaining 21 complaints were referred for 
prosecution. 
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Figure 4.3 Basic Food Hygiene Certificate Training 
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Figure 4.4 Salmonella/Campylobacter Notifications 
1996 - 2002 
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Figure 4.5 Food Poisoning 2003 
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Food Surrender 


Only 12 food surrender certificates were issued during the year. This 
compares with 8 in 2002 and continues the trend for low numbers of these 
certificates in recent years. The Department’s policy of charging for the issue 
of certificates, freeing valuable officer resources, keeps such requests to a 
minimum and there has been a great reduction from the peak of over 200 in 
1992. 


Food Hygiene Training (Figure 4.3) 


The Department’s Hygiene Award Scheme has continued to generate interest 
in the Chartered Institute of Environmental Health’s Foundation (previously 
Basic) Food Hygiene Certificate. 


A total of 11 Foundation Food Hygiene courses were run by the department 
in 2003. Of the 161 candidates, 153 successfully completed the course and 
were awarded the Certificate. Unfortunately, due to time constraints the 
Intermediate Food Hygiene Course was not run during the year but one has 
been set up to run in January and February 2004. 


Formal Action 


It proved necessary to serve 20 Improvement Notices during the year, a 
substantial increase over 2002 when only 4 were issued. This compares to 16 
Notices served during 2001. 4 separate premises were involved — a 
hotel/restaurant was the subject of two Notices, whilst a restaurant and a take 
away food shop each had five Notices issued. A small convenience grocery 
store was the subject of the eight remaining Notices. It should be noted that 
the Department will only serve Improvement Notices when other methods of 
ensuring compliance with the law have been exhausted or ignored. All the 
Improvement Notices were subsequently complied with. There was no need 
for any prosecutions during 2003. 


Food Poisoning (Figures 4.4 and 4.5) 


A total of 44 confirmed cases of salmonella food poisoning were notified to 
the department during 2003. This figure is again a reduction on the previous 
year’s figure of 51 and follows the dramatic reduction seen between 2000 and 
2001. This is once again the lowest number of cases seen in the last ten years 
and confirms the downward trend seen over recent years. All were individual 
cases or family outbreaks and 8 originated outside the Bailiwick. Raw or 
undercooked eggs were the foods most commonly indicated as the vehicle of 
infection. There were 2 cases of food poisoning caused by other infectious 
agents but once again, as in 2002, no cases of E. coli 0157 were notified. 
Additionally, there were 102 confirmed cases of Campylobacter, a 
considerable reduction on the 123 cases notified in 2002 which was itself a 
great reduction on the 147 cases notified in 2001. It is to be hoped that this 
recent downward trend will be seen to continue in the coming years. 
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Figure 4.6 - Environmental Control 
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Figure 4.7 - Water Samples for chemical and/or bacterial analysis 
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Environmental Control (Figure 4.6) 


Officers made a total of 2209 visits during 2003. 1087 were initial visits with 
the remainder (1122) being follow up visits. 


Housing 


The number of complaints made with regard to housing conditions fell to 54 
in 2003, compared to 66 during 2002. This resulted in 186 visits to premises 
to assess housing conditions and to ensure unsatisfactory conditions were 
remedied. Areas of concern included overcrowding, dampness and 
unsatisfactory living conditions. The vast majority of the complaints were 
dealt with by informal action with landlords but it proved necessary to issue 
two closing notices in respect of units of accommodation unfit for human 
habitation. One notice was issued is respect of a collection of sheds on a 
redundant vinery site whilst the other was made on a ground floor flat. 


Monitoring of Air Quality 


The department’s real time air quality monitoring continued throughout 2003. 
Results indicate that the general air quality of Guernsey remains very good. 
No exceedances of the relevant guidelines were noted other than the high 
ozone levels during the period of record hot weather during August 
previously mentioned and average levels of the measured pollutants were 
considerably below the guideline levels. The department also continued its 
monthly nitrogen dioxide survey at nine sites around the island that has now 
been running for over 10 years. 


Air Quality is one of the Sustainability Indicators that are being used to 
measure the Island’s Sustainable Development Policy. Fuller details are 
provided in the report of the Policy Council “Sustainable Guernsey 2004’. 
Details of air quality measures are provided on pages 133 to 142 of that 
report. 


Rodent and Pest Control 


1442 treatments were carried out including 22 disinfestations. Systematic 
treatments of bays and headlands have continued throughout 2003. Rodent 
control operatives carried out 2501 visits in total during the year 


Formal Action 
Four Abatement of Nuisance Notices were served during the year. 


The first two notices were served on separate companies and concerned 
bonfires that were being lit on a regular basis on an old vinery site. 
Complaints were made that material was being brought to the site and burnt 
causing nuisance to neighbouring properties. The notices were served when 
informal action to abate the nuisance did not succeed. 
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The third notice concerned a public house where amplified music, and 
occasionally music from live bands, was played at excessive volumes, 
disturbing neighbours late into the evening. Despite a number of requests 
and promises to manage the situation problems recurred on a number of 
occasions. Since the notice was served, the situation has been resolved and 
complaints have ceased. 


The last notice concerned a nuisance from light. The department believes 
that this is the first Abatement of Nuisance Notice to be served in respect of 
light nuisance in the British Isles, since United Kingdom legislation does not 
yet recognise light as a public health nuisance. The problem revolved around 
the floodlighting of a new building, where powerful lighting was being kept 
on throughout the hours of darkness and the sleeping patterns of near 
neighbours was being disturbed. Despite negotiations with the owner, it was 
only once a notice was served that the lights were turned off at a reasonable 
hour so that neighbours were no longer affected. 


Unfortunately, I have to raise once again the fact that bonfires of all types 
have continued to be a major cause of complaint. There are suitable disposal 
routes for all types of waste and it is unnecessary to burn waste that could be 
disposed of through recycling, garden composting, the normal parish 
collections, skip collections or delivery to suitable disposal points. 


Although overall air quality remains satisfactory, indiscriminate burning of 
unsuitable materials can release a cocktail of poisonous chemicals into the 
atmosphere and generally gives rise to very considerable local nuisance. 
Most of the complaints received could be avoided with more regard for the 
effects on neighbours. Education and a degree of consideration is necessary 
to reduce nuisance from this generally unsuitable practice, since formal 
action under the public health laws is only suitable for the major polluting 
incidents. 


Further to the advice in last year’s report, it is pleasing to note that the 
number of complaints about noise has fallen slightly. However, complaints 
about noise from building sites working at unsuitable hours, that is early 
morning, late evening and even at night continue to generate a 
disproportionate number of such complaints. Residents in the neighbourhood 
of major development sites have a reasonable expectation of some respite 
from the inconvenience necessarily involved with major projects. Fuller 
details of noise complaints can be found in the “Sustainable Guernsey 2004” 
report at page 143. 


2004 will bring the much delayed Control of Environmental Pollution 
(Guernsey) Law into force and I know that this will be pivotal in moving 
forward the protection of Guernsey’s precious environment. 


John L. Cook 
Chief Environmental Health Officer 
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Chapter Five 


Health Promotion Unit 2003 — 2004 
Introduction 


The Machinery of Government changes have had little effect on the Health 
Promotion Unit other than having trouble finding departments who have 
suddenly changed their names. The Unit has a very wide network of contacts 
and the last newsletter was sent to over 1,200 addresses. These, plus 
excellent support from the media, have enabled us to spread our messages to 
an even wider cross section of the Bailiwick this year. Work has continued in 
each of the priority areas as follows: 


Smoking 


The prevention of ill health caused by smoking remained the Unit’s top 
priority. An emphasis on widening the number of people who could conduct 
brief smoking cessation interventions led to the running of three successful 
training days for nurses, teachers and other professionals. Support was given 
to a secondary school to set up their own smoke-free policy and also to the 
Health & Social Services Department to work towards a smoke-free hospital. 
No Smoking Day was again a focus for a variety of activities during the first 
three months of 2004 and a series of meetings led to improvements for help 
given to pregnant mothers who wished to stop smoking. The staff at Quitline 
continued to provide an excellent service with an increase in the number of 
clients and uptake of the free eight-week nicotine replacement therapy 
courses. 


GASP worked with all the school children from Year 5 (aged 10) upwards, as 
well as running after school clubs and activities during the holidays, 
including a football coaching programme which was very well attended. In 
March, they launched their smoke-free homes and cars campaign and gave 
smoke-free home packs to all the island’s Year 5 and 6 pupils. In May, 
GASP’s Project Manager, Katherine Tetlow, announced she would be leaving 
in the Autumn to start a family and so work has been undertaken to recruit a 
creative arts post. 


Heart disease 


Heart disease still remains the greatest cause of death on the island. To 
highlight the issue, a very successful Healthy Hearts Day was held in 
conjunction with Beau Sejour that included free cholesterol and blood 
pressure checks, CPR instruction and displays from a variety of different 
organisations. The event is to be repeated in September 2004 with even more 
attractions including cookery demonstrations. 


All the new Live for Life tutors completed their NVQ Level 3 in training and 
were then able to lead a variety of healthy lifestyle sessions, including 
Healthy Eating and Stress Management for the general public and 
workplaces. They also ran several Weight Management courses, including 
one for men only, and attended an update training day. 
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The Unit continued to support the Walk Your Way to Health programme and 
following a training day for new leaders, are now able to offer free walks on 
six days per week. The walk routes were risk assessed and updated and 
several training meetings were held for the leaders, all of whom are 
volunteers. The walks are very well attended and provide a popular form of 
physical activity, particularly for older people. 


Other forms of exercise were also promoted, including free taster sessions of 
‘different’ sports such as sailing, yoga and jogging for beginners in the lead 
up to the Race for Life. 


Advice and information were distributed for the Mines Awareness Trust’s 
‘Slim for Good’ campaign and a pilot Healthy Cookery Day was held in 
preparation for a full course to be run with the College of Further Education 
in September. 


Numbers attending the Cardiac Rehabilitation Programme continued to 
increase and so staff worked with the Guernsey Cardiac Action Group to 
develop a proposal for a Cardiac Nurse to liase between patients and health 
professionals. A Heart Support Group was also set up for anyone with heart 
problems who wished to meet socially. 


Cancer prevention 


Cancer is now the second highest cause of death on the island. However, 
research is showing that more and more cancers are preventable by lifestyle 
changes. In response, staff developed a “Lumps, Bumps and Moles” session 
that gave an easily understandable introduction to all aspects of cancer 
prevention. This was then delivered to a variety of different groups including 
workplaces, College of Further Education beauty students, teachers and 
several W.I. and Church groups and clients at the Family Centres. 


A variety of national campaigns were run locally. Sexual Health Week was 
supported with a newsletter to professionals and resources and toilet door 
stickers advertising sexual health services sent to hotels, restaurants and other 
public buildings. 


Breast Cancer Month was run in co-operation with the Breast Care Unit and 
included displays and media coverage. The Assistant Health Promotion 
Officer and the Breast Care Nurse were jointly awarded the /nsurance 
Corporation’s 2003 Bursary to investigate the feasibility of running a cancer 
rehabilitation programme. The results of their project will be released in 
October but the work so far has already proved to be of great interest to the 
professionals involved in this area. 


The image of an ostrich with its head in the sand was used to publicise Bowel 
Cancer Month with the aim of encouraging people to discuss their symptoms. 
A twenty-seven foot long model of a bowel, strung up outside the Town 
Church, also proved to be an effective talking point. Meetings were held with 
several GP surgeries and work co-ordinated with the Guernsey Bowel Cancer 
Awareness Charity. 


HEALTH PROMOTION 


Sun awareness was promoted both through the Summer of 2003 and the 
Spring of 2004. New resources were prepared and training sessions were 
run, with both leaders and children, at a number of preschools and 
playgroups. Schools were also encouraged to consider implementing more 
sun protection measures. All the Primary School Councils were written to, 
and a number visited, to encourage the children themselves to discuss the 
issue, and training sessions were put on for several groups of teachers and 
parents. 


Men’s cancers and men’s health in general were highlighted with pieces in 
the media and the Unit’s own newsletter. Staff also worked with the Day 
Patient Unit to put on a very successful Men’s Health Day and several new 
resources aimed at men were purchased. 


Schools and Young People 


At Christmas, Mrs Pat Child retired as the part time Primary Personal Social 
and Health Education (PSHE) Co-ordinator. For the last four years she had 
worked tirelessly to support teachers involved in this area, as well as setting 
up new initiatives such as the National Healthy School Standard (NHSS) and 
Primary PSHE Scheme of Work. However the appointment of Mrs Ann 
Battye as the full ttme PSHE Consultant, in conjunction with the Education 
Department, meant that even more work could be carried out with both 
primary and secondary schools. 


Health Promotion Unit staff joined with Mrs Battye to support several 
schools through the NHSS. Four more primary schools achieved the 
Standard and five more are working towards it, including the first secondary 
school locally to take part. 


Regular meetings were also held with the increasing number of support 
agencies who are able to work in schools, to assist in the co-ordination of 
their services and a stand was put up at the Careers Convention to encourage 
young people to think about eating five fruit & vegetables a day. 


The Unit also partly funded a training day for young people run by Schools 
Council UK. This encouraged the participants to improve the running of 
their own Councils and to think more widely about their remits and what they 
might achieve. There are plans for more work in this area as school councils 
give young people wonderful opportunities for responsibility, decision 
making and the ability to put forward ideas for change and to see these come 
to fruition. 


At the other end of the scale, Health Promotion Unit staff attended meetings 
run by the NSPCC to set up a community development project for children 
under five in the St Peter Port area. 
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Child Accident Prevention 


For the second year running there was a drop in the number of children 
attending the Accident & Emergency Department at the Princess Elizabeth 
Hospital as the result of an accident. In 2003 just over 1900 children 
attended compared to over 2200 in previous years. This could be due to a 
number of factors but certainly educational activities undertaken by the Child 
Accident Prevention Group must have played a part. 


These included a stand in St Peter Port during the town carnival, work with 
the local group STEPS during Road Safety Week and the annual Safety 
Calling Challenge for over 700 Year 6 children. A trainer from the car seat 
manufacturer Britax was brought over in conjunction with Aladdin's Cave to 
train both their staff and ten professionals on how to fit seats correctly and to 
spot potential dangers. The following day, members of the public were 
invited to have their children’s seats checked. Over one hundred seats were 
examined and over three quarters were found to have been fitted incorrectly — 
a third with major faults. 


Additional Areas 


Staff attended meetings of the Sexual Health Forum to help write a sexual 
health strategy for the island and went to a sexual health conference in the 
UK to bring back the latest developments in this area. They also attended the 
then Board of Health’s Workplace Health committee to develop an action 
plan for Board staff looking at all aspects of health from stress management 
to nutrition. The Drug Strategy Working Party and its Young People’s Action 
Group had an HPU representative and the Unit took part in the Drug 
Awareness Week in September. 


The usage figures from the Resources Library show that support was given in 
materials to a wide range of people including teachers, nurses, GPs, practice 
nurses, youth workers, charity and voluntary groups and pharmacists as well 
as the general public. During the year, 86,000 leaflets and posters were given 
out and 2010 resources were borrowed — a slight increase on the previous 
year. 


Conclusion 


The fourth Healthy Lifestyle survey was conducted during the Autumn of 
2003 and the results are now being analysed. The report will no doubt direct 
the work of the Unit during the next twelve months and beyond and give the 
Unit a new set of priorities to work on. 


Yvonne Le Page 
Health Promotion Manager 


HEALTH PROMOTION 


Health Promotion ‘at work’ 2003/04 


a Castel Primary schoolchildren accept 
their National Healthy School Standard 
award from Deputy Wendy Morgan 


BITE? WER, 3 


First Aid Training Day for the Walk Leaders 


Guernsey Cardiac Action Group tutors with 
their stand for Healthy Hearts Day 2003 


GASP fill a car with flowers as part co f io ngs a 
of their Smokefree Guernsey : : BN 
campaign ; z 
Children learn about Road Safety at 
Safety Calling 2004 
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Successful Quit & Get Fit participants 
exercising in the gym 


Lucy Whitman, Health Promotion 
Assistant for Cancer Prevention, 
ha promotes Sun Awareness 
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Table 6.1 


Notification of Communicable Diseases 2003 


2003 


1999 | 2000 | 2001 | 2002 
0 1) 0 


0 


Measles 


Mumps 0) 1 0) 0) 
Rubella 0 1 0 0 
Whooping Cough 1 a 0) 2 
Food Poisoning Db deel ted 40 \csdel Tae) aed OT, 
Hepatitis A 0) 3 3 0) 
Hepatitis B 1 Z 0 0 
Hepatitis C 0 0) 0) 3 
Meningitis 0) 11 1 1 
Tuberculosis 6 2 2, it 
Malaria 0 0 0 10 
Scarlet Fever 1 0 l 0 
Q Fever 1 0) 0) 0) 
Table 6.2 


Analysis of TB clinic workload 2003 


Reasons for attendance 


Contacts of index case 
Travellers 
Work requirements 


Family History 
Requests from MSG for diagnostic test 


TOTAL 


Total number of individual Heaf and BCG clinics 


_ 
@) (el oe Ee aS Se). fe) es 


S 2 iS 


— 


COMMUNICABLE DISEASES AND SEXUAL HEALTH 


Chapter Six 


Communicable Diseases and Sexual Health 
Communicable diseases 2003 


The largest group of notifiable communicable diseases continues to be food 
poisoning (Table 6.1). 2003 was a comparatively good year in this regard but 
infective gastroenteritis continues to be a problem in virtually all areas of the 
world. It inevitably follows a seasonal pattern, particularly affecting the 
warmer months when bacteria multiply more readily on foodstuffs. It has to 
be a major concern to any area with a significant tourist industry. We will 
continue to support and encourage the highest standards of food hygiene. 
There are regular courses run by the Environmental Health Department on 
food handling and storage. 


Meningococcal meningitis and septicaemia is a potentially lethal illness 
whose burden we have shared in the past. Fortunately, following the 
successful introduction of the immunisation against Meningococcal C, we 
have again had a year with absolutely no cases of illness caused by this 
organism. We had one case of meningococcal septicaemia but this was 
caused by the B variety, for which there is currently no effective vaccine. 
However, work is continuing apace to develop an effective vaccine against 
Meningococcal B. At the moment, we are fortunate in that there has been no 
clear increase in the incidence of Meningococcal B disease, which was feared 
by some, following the vaccine related reduction in Meningococcal C. 


There were a few cases of Legionnaires Disease over the period and when 
these were investigated they were usually found to be associated with foreign 
travel. It was not possible to identify any local source. 


TB control 


Tuberculosis continues to occur sporadically. Whilst there were a few cases 
diagnosed locally, there have been no cases of established tuberculosis 
having been caught within the Bailiwick. The tuberculosis control measures 
are under continuing review in the light of new National Guidelines. Regular 
monthly clinics plus additional ad hoc ones as required have now been 
established in order to immunise ‘at risk’ groups and to carefully assess any 
contacts of people with tuberculosis. The workload of the clinic is gradually 
increasing as the number of people needing BCG vaccination because of 
travel to high risk areas increases from 40 in 2002 to 48 in 2003 (Table 6.2). 


It is still felt that a continuation of the selective BCG immunisation campaign 
is the right choice for Guernsey. There is no good case for universal BCG 
immunisation at present. 


Dr Brian Parkin 
Deputy Medical Officer of Health 
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Sexual Health Clinic - KC60 Reporting - Year 2003 (Part A) 


Code 


Condition Male | of which |Female 
Total | homosexually| Total 
acquired 


Primary and secondary infectious syphilis 
Early latent syphilis (first 2 years) 


Congenital syphilis, aged under 2 
Congenital syphilis, aged 2 or over 
Epidemiological treatment of suspected syphilis 
Uncomplicated gonorrhoea 
Gonococcal ophthalmia neonatorum 
Epidemiological treatment of suspected gonorrhoea 
Gonococcal complications 
Chancroid / LGV / Donovanosis 
Uncomplicated chlamydia infection 
Complicated chlamydia infection 
Chlamydia ophthalmia neonatorum 
Epidemiological treatment of suspected chlamydia 
Uncomplicated non-gonococcal / 
non-specific urethritis in males 

Epidemiological treatment of NSGI 
Complicated non-gonococcal / non-specific infection 
Trichomoniasis 
Anaerobic / bacterial vaginosis and male infection 
Other vaginosis / vaginitis / balantis 
Anogenital candidosis 
Epidemiological treatment of C6 and C7 
Scabies / pediculosis pubis 
Anogenital herpes simplex — first attack 
Anogenital herpes simplex — recurrence 
Anogenital warts — first attack 
Anogenital warts — recurrence 
Anogenital warts — re-registered cases 
Molluscum contagiosum 
Antigen positive viral hepatitis B 
Other viral hepatitis 
Urinary tract infection 
Other conditions requiring treatment at GUM clinic 
Other episodes not requiring treatment 
Asymptomatic HIV infection — first presentation 
Asymptomatic HIV infection — subsequent presentation 
HIV infection with symptoms, not AIDS 

— first presentation 
HIV infection with symptoms, not AIDS 

— subsequent presentation 
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AIDS - first presentation 

AIDS — subsequent presentation 

HIV antibody counselling — without testing 
HIV antibody test offered and refused 
Hepatitis B vaccination 

Family Planning 

Cervical cytology — minor abnormality 
Cervical cytology — major abnormality 
Sexual Health Screen (no HIV antibody test) 
HIV antibody test and sexual health screen 
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COMMUNICABLE DISEASES AND SEXUAL HEALTH 


‘Sexual Health Services 2003 


The decline in a community’s sexual health is not a sudden event but a result 
of several factors including changes in sexual behaviour over recent years. 
In the UK, the consequences of these changes led to dramatic rises in 
sexually transmitted infections (STI’s) accompanied by high levels of teenage 
pregnancy, which are substantially higher than those in most Western 
European countries. For the last few years Guernsey has reported similar 
trends in increasing numbers of STI’s and increasing, albeit at a slower rate, 
numbers of HIV infections. Similarly, there have been increases in teenage 
pregnancy and an increase in the number of requests for termination of 
pregnancy. 


Factors that contribute to the increasing numbers of STI’s are multiple and 
complex and relate to the relative infectivity of various pathogens, the 
prevalence of those pathogens in the community and the susceptibility to 
acquisition by the host. For example, co-infection with a genital ulcer 
disease such as herpes or syphilis increases the risk of acquisition of HIV. 
The frequency and nature of sexual activity and behavioural changes; such as 
the decrease in the age of first intercourse, increases in the rates of partner 
acquisition and inconsistent condom use all contribute significantly to the 
rising tide of infection. Other factors such as the decrease in marriage, high 
divorce rate, delayed childbirth and population movements continue to be 
major influences in the changing pattern of sexual health. 


Recent reports have identified changes in sexual behaviour and risk activities 
such as illicit substance use and excessive alcohol intake particularly 
amongst young people when they travel. The carefree relaxed atmosphere of 
a holiday environment where individuals may take more drugs, drink and 
socialise more than when they are at home provides a setting in which sexual 
mixing between individuals frequently occurs. This sexual mixing happens 
amongst individuals of the same nationality but also between individuals 
from different countries and provides an opportunity for the international 
transmission of STI’s often from countries of much higher prevalence and 
with a wider range of STI’s than are seen locally. There is an urgent need to 
address the sexual health of our residents not only whilst at home but 
increasingly when holidaying abroad. This will require multidisciplinary 
and collaborative approaches from primary care, e.g. teenage and travel 
clinics, travel agencies and tour promoters and sexual health services. 


Another contributing factor to the increasing pool of prevalent STI’s is the 
failure to deliver sexual health care promptly and accurately with rapid 
treatment. Over burdened Genitourinary Medicine (GUM) and sexual health 
services in the UK are well aware that increased waiting time for individuals 
to be seen results in the potential for further spread of newly acquired STIs. 
The majority of STI’s are often asymptomatic but even those that are 
symptomatic may settle after an initial period and become less noticeable 
giving the infected individual the false impression that the infection has 
cleared. Locally, waiting times greater than three weeks have contributed to 
DNA (did not attend) rates of around 10% which is an inefficient use of 
scarce resources. There is a need to meet the rising demand with a more 
flexible and accessible reponse with appropriate staffing levels. 
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Figure 6.3 - Guernsey Family Planning Clinic 
New and Total Clients seen 1997-2003 


5055 Seen 


(+155%) 


430 
(+146%) 


—C New 
Clients 


1997 1998 1999 2000 2001 2002 2003 


Year 


Figure 6.4 - Guernsey Family Planning Clinic 
New Clients by Age - 2003 
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35y-39y 3% 
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30y-34y ~ 
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25y-29y 
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16y-19y 
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COMMUNICABLE DISEASES AND SEXUAL HEALTH 


Opportunities for sexual health gain 


Opportunities for sexual health gain will be missed if there is not 
considerable investment in effective STI surveillance, prevention, diagnosis, 
and treatment. This requires an increased political commitment to sexual 
health, with acceptance that the proposed Guernsey Sexual Health Strategy 
will require increased funding to achieve its goals. 


Dr N C King 
Sexual Health Clinic 


Guernsey Family Planning Services 2003 


The clinic has enjoyed another busy year thanks to the commitment of the 
staff and the support of the Health and Social Services Department who 
recognise the importance of the work carried out by the clinic. 


Rising attendances 


Total visits by clients to the service were up 15.4% and new clients were up 
5.99%. (figure 6.3), although the proportion of under 16 year olds was well 
down from the 22% of all attendances seen in 2002 (figure 6.4). This may 
be due to: 


@ This age group being relatively less sexually active 
@ Better targeting in the schools 
@ Parents taking more interest and getting them to see their own GP’s. 


There was a correspondingly small increase amongst the other age groups. 


Pregnancy testing was up but numbers of positive tests were about the same. 
Interestingly, the Levonelle (Morning after Pill) statistics were up again this 
year by 33.2%, the same as last year. The possible continued rise in this may 
be due to: 


@ The clinic opening at some point every weekday 
@ More advertising of this through the media and schools. 


The methods of contraception which seen a slight decrease include the use of 
the cap, iucd and injections, partly due to the introduction of a new pill, 
Cerazette and the Evra patch. 


Record audit 
An audit of the standard of record keeping looking at compliance rates with 
recognised standards of good clinical practice was carried out in May and 


December. This has proved to be very worthwhile and highlighted small, 
common mistakes which are easily corrected. 
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Figure 6.5 - Guernsey - Births and Terminations 
of Pregnancy 1994-2002 
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Abortions 
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Figure 6.6 - Sexually Transmitted Diseases - Guernsey 
1994-2003 
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Source: Sexual Health Clinic 1999-2003 


COMMUNICABLE DISEASES AND SEXUAL HEALTH 


Annual Cytology 


The number of cervical smears remains the same, but we have seen a marked 
increase in testing of chlamydia (up 200%) and high vaginal swabs (up 34%). 
We detected one case of gonorrhoea in the 16-19 age group. The overall 
increase may be due to: 


@ clients being made more aware of sexually transmitted diseases 
through advertising and education; 

@ more clients demanding screening within the clinic; 

@ all clients obtaining Levonelle being offered screening. 


We have referred many clients to the sexual health service but we are unable 
to confirm how many actually attend. 


Sexual Health Forum 


This was reconvened in June 2003 and in September was challenged to 
develop a Sexual Health Strategy for the Bailiwick, as a way of meeting 
demand and securing adequate funding to improve services. A small 
working party was formed with a member of staff from several different 
areas within this field to formulate a strategy, taking the National Strategy as 
a guideline. This has not proved to be easy and often shown where there is 
failure to meet specific standards or overlaps with others in the sexual health 
field. 


Mrs Sue le Page 
Manager, Guernsey Family Planning Service 


Births, teenage pregnancies and abortions 


Having reached a recent peak of 678 births in 1998, over the subsequent five 
years, there has been a consistent drop in the birth rate, to reach a low of 549 
in 2002, when the number of deaths on the island exceeded the number of 
births. There has since been an increase to 650 births in 2003, and this trend 
seems set to continue into 2004. At the same time, births to women under 20 
comprise only 1.8% of all deliveries in 2003, compared with 2.5% in 1999. 


Lawful ‘terminations of pregnancy’ (abortions) may be performed both on 
and off island. In 2002, there were 107 lawful abortions in Guernsey, and a 
further 44 performed in the UK. In 2003, there was a slight rise to 114 
abortions performed in Guernsey, but figures on lawful abortions performed 
in the UK were not available at the time of going to press. This apparent rise 
in the number of abortions needs to be interpreted against the recent rise in 
total pregnancies. Since abortion on medical grounds is now covered under 
the Health Insurance Scheme, it is also possible that more abortions will now 
be performed locally, and fewer in the UK. 
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Appendix 1 


Guernsey and Alderney Vital Statistics 2003 


Al.1 Births and birth related data 
Al1.2 Deaths and death related data 
A1.3 Guernsey deaths by ICD 10 codes and age groups 2003 


Al.4 Alderney vital statistics 2003 
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A1.1 Guernsey - Vital Statistics 2003 


GUERNSEY AND ALDERNEY - VITAL STATISTICS 2003 


@ Births and Birth-related Data 


England & Wales 


2001 


Estimated Mid Year 


Resident Population: 
« Males 
¢ Females 
°M:F 


Population Density 
[Area 63.1Km7’]: 


Marriages: 
¢ Marriages/OOO 


Divorces: 
¢ Divorces/O0OO 


Divorces : Marriages 


Births: 
¢ Males 
¢ Females 
°“M:F 


Births outside 
Marriage: 


¢ % All Births 


Stillbirths: 
¢ Rate/OOO Live Births 


Early Neonatal deaths: 
(0-6 days) 

Late Neonatal deaths: 
(7-27 days) 


Infant Deaths:(<1 year) 


¢ Infant 
Death Rate/OOO LB 


Crude Birth Rate/000 


Natural Increase 
per annum: 


Guernsey 
2003 5 Year Mean 
1994-1998 
59,910 58,867 
29,243 28,297 
30,667 30,570 
0.95 0.93 
950 933 
362 345 
6.0 aye, 
Dae | 165 
Aa), 2.8 
0.61 0.48 
650 662 
334 337 
316 3235 
1.06 1.04 
225 182 
34.6% 28% 
2. Ae 
3.1 6.3 
O n/a 
O PAG 
3 3 
4.6 4.5 
10.8 Lie? 
+0.14% +0.20% 


52,943,000 


26,142,000 
26,801,000 
0.98 


51.8 


263-500 
5.0 


144,600 
feds 


0.55 


594,360 

304,489 

ZO7,0/ 1 
1.05 


238,086 


395% 


Shee 
2) 


1,600 

1,246 

Shey 
awe) 
11.4 


+0.13% 
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Lung Cancer 5% 


MALES 


Bowel Cancer 3% 
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deaths 


22% 


29% 


All other deaths 


Total Male Deaths = 1310 


31% 


By Cause 1999-2003 
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FEMALES 


6% 


All other 
cardiovascular 


All other cancers 


= 1391 


Total Female Deaths 


Source: MoH Reports 1999-2003 
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A1.2 Guernsey - Vital Statistics 2003 


@ Deaths and Death-related Data 


Guernsey 
2003 5 Year Mean England & Wales 
1994-1998 2001 
Total Deaths: 566 592 535,600 
« Males 239 289 255,500 
¢ Females 327 305 280,100 
°“M:F 0.73 0.95 0.91 
Crude Death Rate:/000 9.5 10.1 10.1 
Circulatory Deaths 
(100-199): 187 266,720 
¢ Males 
- Rate/O0,000 266 406 359 
¢ Females 
- Rate/OO,O000 395 388.6 218 
Cancer Deaths 
(C00-C97/D00-D48): 108 138,313 
¢ Males 
- Rate/OO,O000 188 298 243 
¢ Females 
- Rate/00,000 ge 261 167 
Lung Cancer Deaths 
(C34): 15 30,199 
¢ Males 
- Rate/00,000 DJ 79 64 
¢ Females 
- Rate/O0,000 DS 38.6 30 
Breast Cancer Deaths 
(C50): 1 11,759 
* Females 
- Rate/OO,O000 Se a2 43 
Alcoholic Liver Disease 
(K70) (K74): 1 4,494 
« Males 
- Rate/OO,O0O O Ly 11 
¢ Females 
- Rate/O00,000 Sep 7.9 6.0 
Injury Deaths (incl 
suicide) (S00-X59): 9 12,483 
¢ Males 
- Rate/O0O,O000 SLO 42 38 
¢ Females 
- Rate/OO,000 16.3 5 Nar 15 
Suicide Deaths 
(X60-X84): 1 3,614 
« Males 
- Rate/O00,000 O 1277 11.0 
* Females 
- Rate/OO,O000 6.5 6.5 B.0 


Source: Office of Health Economics ‘Compendium of Health Statistics’ (13" Edition 2003) 
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1.4 Alderney Vital Statistics - 2003 


Males Females Total Total 
2003 2002 


Population (2001 Census): 1,114 1,145 2,259 2,294 
°-M:F 0.97 0.98 
Births - In Guernsey: 3 0 3 10 
Births - In Alderney: O O 0 -t 
Total Births to Alderney 
residents: 3 0 3 14 
Births outside marriage: 3 O 3 4 
Crude Birth Rate/000 - - 1.33 6.1 


Marriages registered in 
Alderney: 19 14 


Deaths registered in 


Alderney: 9 11 20 yA | 
Crude Death Rate/000 8.9 9.2 
Natural Increase:* -17 -7 


[-0.8%] [-0.3%] 


* Estimated on ‘natural increase’ and excluding net migration 
* “Natural increase’ is the difference between the crude birth rate and the death rates 
expressed as a percentage of the resident population. 


STAFF PROVIDING PUBLIC HEALTH SERVICES 2003 


Appendix Two 
A2.1 Staff providing public health services 2003 


Director of Public Health/Medical Officer of Health 
Dr David Jeffs FRCP FAFPHM MEFPH FRSH 


Personal Assistant 
Mrs Yvonne Kaill 


Part-time Medical Staff: 


Deputy Medical Officer of Health 
Dr Brian Parkin MB BS BSc MRCP MRCGP DRCOG 


Sexual Health Clinic 
Dr Nicholas King LRCP MRCS MBBS 


Environmental Health Department: 


Chief Environmental Health Officer 
Mr John Cook MCIEH 


Deputy Chief Environmental Health Officer 
Mr Tony Rowe MCIEH 


Environmental Health Officers 

Mr Stan Horton MCIEH 

Mr Stuart Wiltshire MCIEH 

Mr Tobin Cook MSc MCIEH 

Mrs Mhairi Macgregor BSc (Hons) MCIEH 


Waste Regulation Officer 
Mr Simon Welch BSc MCIWM 


Pest Control Operatives 
Mr Paul Tostevin 
Mr Michael Brache 


Secretary 
Mrs Marilyn Bougourd (acting) 
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Health Promotion Unit: 


Health Promotion Manager 
Miss Yvonne Le Page Bed(Hons) PgDip(Health Promotion) 


Health Promotion Officer (Smoking and heart disease) 
Mrs Gerry Le Roy RGN 


Health Promotion Assistant (cancer) 
Mrs Lucy Whitman MSc (Conservation Biology) 


Resources Officer 
Mrs Stephanie Charlwood 


Secretary 
Mrs Bella Mahy 


Health Strategy Unit: 


Clinical Risk Manager 
Mrs Jean Ellyatt RGN, SCM, CMS, Cert MHS 


PA to Clinical Risk Manager 
Mrs Jo McGinn (from April 2003) 


Clinical Audit Nurses 

Miss Morag Fitzpatrick RGN, Dip HE 

Miss Eithne Downey RGN Dip HE BN 

MSc in Health Education and Health Education (from August 2003) 


Healthcare Information Manager 
Mrs Allyson Huntington 


Healthcare Information Analysts 

Mrs Helen Jones BSc (Hons) (from January 2003) 
Mr Paul Falla 

Health databases 

Mrs Jenny Elliott 

Clinical Coders: 


Senior Clinical Coder 
Mrs Margaret Cann, ACC 


Clinical Coder 
Mrs Sue Sheppard 
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